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Which features of ambulatory healthcare 
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Abstract 

Background:  Despite healthcare providers’ goal of patient-centeredness, current models for the ambulatory (i.e., out-
patient) care of older people have not as yet systematically incorporated their views. Moreover, there is no systematic 
overview of the preferable features of ambulatory care from the perspective of people aged 80 and over. Therefore, 
the aim of this study was to summarize their specific wishes and preferences regarding ambulatory care from qualita-
tive studies.

Methods:  The study was based on qualitative studies identified in a prior systematic review. Firstly, the findings of 
the qualitative studies were meta-summarized, following Sandelowski and Barroso. Secondly, a list of preferred fea-
tures of care from the perspective of older people was derived from the included studies’ findings through inductive 
coding. Thirdly, the review findings were appraised using the GRADE-CERQual tool to determine the level of confi-
dence in the qualitative evidence. The appraisal comprised four domains: methodological limitations, coherence, data 
adequacy, and data relevance. Two reviewers independently evaluated every review finding in each domain. The final 
appraisals were discussed and ultimately summarized for the respective review finding (high, moderate, low, or very 
low confidence).

Results:  The 22 qualitative studies included in the systematic review were mainly conducted in Northern and 
Western Europe (n = 15). In total, the studies comprised a sample of 330 participants (n = 5 to n = 42) with a mean or 
median age of 80 and over. From the studies’ findings, 23 preferred features of ambulatory care were identified. Eight 
features concerned care relationships (e.g., “Older people wish to receive personal attention”), and 15 features con-
cerned healthcare structures (e.g., “Older want more time for their care”). The findings emphasized that older people 
wish to build strong relationships with their care providers. The majority of the review findings reached a moderate or 
high confidence appraisal.
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Background
The population of people aged 80 and over is the fast-
est growing age group worldwide [1]. It is frequently 
said that healthcare systems are not adequately prepared 
for this demographic change [2–5]. The biggest chal-
lenge described in most research and policy papers is 
the increasing burden of disease due to chronic diseases, 
multimorbidity, frailty and disability [2, 4, 6–9]. How-
ever, most healthcare systems are still characterized by 
fragmented care and an orientation toward acute care 
[4, 10–12]. It is argued that these preconditions result 
in inadequate treatments and deteriorations in patient 
health, and therefore lead to more frequent use of ser-
vices and rising costs [2, 4, 9, 13]. Although the use of 
services and rising costs not only affect ambulatory (i.e., 
outpatient) care, this area has a particular importance 
since ageing in place and the prevention of institutionali-
sation are important personal and political goals [5].

As a result, several concepts and models, especially for 
ambulatory healthcare, have been developed. The most 
popular approaches and propositions are integrated care 
and improved sharing of information, interdisciplinary 
teamwork, the redesign of healthcare workers’ roles, and 
coordinated care and case management, as well as (geri-
atric) assessments [2, 3, 7, 8, 10, 12, 14–17]. Moreover, 
the empowerment of the patient, and the discussion of 
needs and goals, as well as prevention and health promo-
tion, are required [2, 3, 12]. Most ambulatory care mod-
els designed for older people therefore incorporate these 
aspects (e. g., Geriatric Care Model [18], GRACE [19], 
Guided Care Model [20], Embrace [21]).

While patient empowerment and autonomy are now 
frequently described goals of these models, it is surpris-
ing that most did not systematically incorporate older 
patients themselves in their development. Therefore, the 
features chosen mainly represent the professional (medi-
cal) perspective and not necessarily what is important 
to older people. This applies particularly to those aged 
80 and over, since the common models mainly address 
age groups starting at around 65  years. By contrast, to 
achieve patient-centred care, which has been claimed as 
the overarching aim in the design of healthcare, the val-
ues, preferences and needs of the patients should be eval-
uated and put centre stage [5, 22].

In a recent systematic review and meta-synthesis of 
22 qualitative studies, we identified three basic needs 
of people aged 80 and over regarding ambulatory care: 
feeling safe; feeling like a meaningful human being; and 
maintaining control and independence [23]. While these 
findings explain older people’s general view of ambula-
tory healthcare, the studies also provide several direct 
descriptions of specific features which could have tan-
gible implications for practice and the design of health-
care. However, there has been no systematic overview 
of the genuine perspectives of people aged 80 and over 
regarding the preferable features of the design of ambula-
tory care. Therefore, we aimed to re-analyze the findings 
of the primary studies in order to answer the question: 
What are the specific preferences and wishes of older peo-
ple regarding favorable aspects of ambulatory healthcare? 
By “preferences,” we mean “what patients want from their 
healthcare” ([24], p. 168).

Methods
Data basis
We conducted a secondary analysis and appraisal of con-
fidence in review findings based on qualitative studies 
from a previous systematic review of the question: What 
matters to older people regarding their ambulatory care? 
[23]. The review incorporated a comprehensive data-
base search in Web of Science Core Collection, Med-
line, PsycINFO and CINAHL, which was complemented 
by a keyword search in Google Scholar, as well as by a 
forward and backward citation search. Qualitative pri-
mary study reports exploring the subjective preferences, 
wishes, needs and experiences of people aged 80 and over 
in ambulatory healthcare settings, performed by profes-
sionals, were included. The search covered full research 
reports published in English, Dutch and German from 
inception to October 2020, and led to 5576 potentially 
relevant research reports. Their titles, abstracts and full 
texts were screened against the eligibility criteria by 
two independent reviewers, who agreed to include 23 
research reports. After independently appraising the 
quality of the studies, 22 reports were finally included. 
Further details on the search and selection process are 
reported elsewhere [23]. Reporting in this paper is based 

Conclusions:  While the listed features of healthcare structures are common elements of care models for older 
people (e.g., Geriatric Care Model), aspects of care relationships are somewhat underrepresented or are not addressed 
explicitly at all. Future research should further explore the identified preferred features and their impact on patient 
and care outcomes.
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on the recommendations of Tong et  al. for qualitative 
syntheses (ENTREQ) [25].

Analysis
While the aim of the original review was to integrate the 
findings of the primary studies and, consequently, provide 
a new interpretation of them, the present analysis focuses 
on the extraction and condensation of specific preferable 
features of healthcare. Moreover, we were interested in 
the features’ trustworthiness for use in evidence-based 
practice. Therefore, we started with an aggregation of the 
22 studies identified using the meta-summary approach. 
According to Sandelowski and Barroso, a meta-summary 
comprises several steps: extracting data, clustering data 
and abstracting findings [26]. Firstly, the qualitative 
results that explicitly referred to the older people’s per-
spective were extracted (mainly from the “findings” sec-
tion of the study reports) and transferred to MAXQDA 
Analytics Pro 2020 for analysis (Verbi software, Berlin). 
Secondly, two authors (AH, HK) independently coded 
the findings of the studies line-by-line, clustered them 
around different aspects of healthcare (e.g., “access”), and 
discussed their results until a consensus was reached. 
Thirdly, the first author condensed the contents of the 
clusters around specific features of ambulatory care. The 
results were discussed by the research team. Their extent 
was iteratively refined, and clear statements on the desir-
ability of the care feature (e.g., “older people accept/
reject/prefer (…)”) were formulated.

Appraisal of confidence in the evidence
In the subsequent step, the review findings were exam-
ined in terms of their informative value and trustworthi-
ness. In the past, this was often done by calculating the 
frequencies of the qualitative findings [26]. Since this 
approach follows a quantitative logic and is therefore 
not ideal for qualitative research, we decided to con-
duct a detailed confidence appraisal using the relatively 
new GRADE CERQual tool (“Confidence in the Evidence 
from Reviews of Qualitative Research”) [27, 28]. CER-
Qual is used to appraise each review finding in four dif-
ferent domains: methodological limitations; coherence; 
data adequacy; and data relevance [28]. The assessment 
of methodological limitations was based on the qual-
ity appraisal of each included study using the qualita-
tive studies checklist issued by the National Institute for 
Health and Care Excellence [29]. For each review find-
ing, the quality appraisals of the studies contributing to 
the respective finding were afterwards summarized and 
checked for important limitations, e.g., in study design 
or data analysis [30] (Additional file  1). Coherence was 
assessed as the fit between the original data and the 
resulting review finding [31]. Each review finding was 

compared with all original text segments that it was 
based on and with the themes developed in the contrib-
uting studies. Contradictory data, alternative descrip-
tions or explanations, and unclear data support were 
considered for rating coherence [31] (Additional file  2). 
Data adequacy was assessed similarly, but with a focus on 
data richness and quantity in order to explore the valid-
ity and explanatory power of the respective review find-
ing [32] (Additional file 2). Data relevance was assessed 
as the fit between the review question and the context 
of included studies. For each review finding, the studies 
contributing to it were checked for the population, set-
ting and phenomenon of interest (Additional file 3). Two 
authors (AH, HK) independently assessed each domain 
per review finding and rated it (no or very minor con-
cerns; minor concerns; moderate concerns; or serious 
concerns). The ratings were discussed until a consensus 
was reached; a third author (VV) was consulted, where 
necessary.

Finally, a CERQual qualitative evidence profile for 
every review finding evolved in which each received an 
appraisal for every domain. The final appraisals of the 
four domains were discussed by the research team and 
ultimately summarized for the respective review finding 
[28]:

•	 “High confidence: It is highly likely that the review 
finding is a reasonable representation of the phenom-
enon of interest.

•	 Moderate confidence: It is likely that the review find-
ing is a reasonable representation of the phenom-
enon of interest.

•	 Low confidence: It is possible that the review finding 
is a reasonable representation of the phenomenon of 
interest.

•	 Very low confidence: It is not clear whether the review 
finding is a reasonable representation of the phenom-
enon of interest” [27, p. 6].

Results
The 22 qualitative studies that served as a basis were 
mainly conducted in Northern and Western Europe 
and in total comprised 330 participants who lived at 
home. The participants were mainly multimorbid or 
frail, and showed a broad range of chronic conditions. 
The care settings examined were 1) general or special-
ist ambulatory healthcare (nine studies), 2) home care/
community-based long-term care (seven studies), 3) 
case management (three studies) and 4) home visits 
(three studies). There were three studies that conducted 
focus groups or group interviews, all the other studies 
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conducted individual or couple interviews. An overview 
on the studies is provided in Table 1.

From these 22 studies, our analysis resulted in 23 
review findings on the preferable features of ambulatory 
care. The majority of them reached moderate or high 
confidence. Fifteen review findings concerned the struc-
tures of healthcare and eight review findings concerned 
care relationships. In the following section, each review 
finding will be presented with a short description to pro-
vide a better understanding of its meaning. Table 2 sum-
marizes the findings, together with their overall CERQual 
rating and examples for supporting data. The CERQual 
qualitative evidence profile (Additional file  4) provides 
an overview of the assessments and explanations for each 
appraisal domain. To provide a better understanding of 
the findings’ applicability, Figs. 1, 2 and 3 show the review 
findings in relation to the examined care settings of the 
contributing studies.

Review findings with high appraisal of confidence
Older people wish to receive care that fits their individual 
needs
For older people, one remarkable feature was that they 
wanted to receive holistic care, sufficient support that 
met their needs and supported their independence, and 
individual adjustments to care and care planning [34–38, 
40–43, 45, 46, 48–50, 53]. Concomitantly, older people 
negatively judged experiences such as not receiving the 
care needed (regarding lack of time, money, personnel 
or individual attention), not receiving individual adjust-
ments to care, not been taken seriously with their con-
cerns, and a focus on acute problems and symptoms 
instead of a long-term perspective and goal setting [35, 
37, 38, 40–42, 44, 45, 47, 50].

Older people value being looked after regularly
The older people highly appreciated having a healthcare 
professional who “kept an eye” on them. They felt reas-
sured when someone monitored their health status, 
looked after them regularly, cared for chronic issues (e.g., 
wounds, medications) and could intervene fast, if neces-
sary [35–37, 41, 43, 46, 48–50, 53]. However, a specific 
frequency or contact interval was not proposed.

Older people want fast contact to care
It became apparent that older people wish to make 
contact with a (known) healthcare professional fast, if 
needed. They prefer to have a constant person or health-
care practice which they could contact if advice or help 
was required [33, 34, 42, 46, 48]. Widespread and fast 
availability via phone was especially valued [34, 37, 41, 
42, 48, 50].

Older people want easy access to care
Most participants in the qualitative studies had already 
experienced difficulties or restrictions in accessing 
healthcare, e.g., for specialist services. Although some of 
them mentioned that the proximity of services was good, 
widespread access to healthcare, including on weekends 
and on an intermittent basis, as well as easily accessible 
follow-up services and referrals, were rated most impor-
tant [34, 35, 38, 41, 46, 47, 50, 52]. Older people identified 
restricted opening hours, the fragmented nature of the 
care systems, and the need to go through several levels 
of care before receiving the right treatment as barriers to 
good access [38, 46, 47, 49, 50, 52].

Older people want reliable and continuous care
Older people frequently reported a high turnover of 
healthcare professionals responsible for them but 
strongly desired continuity. They wanted their caregiv-
ers to know them personally and to have a good over-
view of their living circumstances and care needs [34, 
37–39, 41–43, 45–47, 49–51, 54]. A lack of continuity 
led to stress, unstructured and impersonal care, inse-
curity and information loss [38, 39, 41, 42, 49, 54]. Fur-
thermore, they wanted reliability in receiving care, e.g., 
a regular schedule and predictability [35, 39, 48, 54].

Older people prefer home care
Consistently, study participants expressed a strong 
desire to stay in their own homes for as long as possible 
because of the better quality of life, increased privacy and 
control, and the belief that their homes offered a more 
secure environment [33, 35, 37, 38, 45, 46, 50, 54]. They 
acknowledged that receiving home care and support was 
needed for them to age in place [35, 38, 45, 46, 49]. There 
were indications that, in contrast, a nursing home would 
constitute a threat to older people’s personal integrity 
and quality of life; they had quite a negative view of insti-
tutional care [38, 46]. Seldom was institutional care per-
ceived as the better option to meet their needs [37].

Older people value advice to help with daily life
Several studies found that older people value receiv-
ing advice to help with their daily lives. They welcomed 
practical advice for adaptations of their home (e.g., the 
removal of carpets to prevent falls), safety information 
and education regarding health issue prevention and 
diet, and recommendations for exercises [33, 35, 40, 43, 
46, 48, 53].

Older people want more time for their care
A major obstacle to favorable care was time constraints. 
Participants described that their care or medical 
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appointments were frequently rushed and that there 
was not enough time for the necessary help and conver-
sation [34, 36, 37, 41, 42, 44, 47, 49–51, 53]. Insufficient 
time for care was described as resulting in unresolved 
questions and a focus on acute tasks and symptoms, 
rather than on considering long-term plans and goals 
[36, 37, 41, 44, 47].

Older people expect healthcare professionals to be 
knowledgeable
The older people expected healthcare professionals to 
have a certain level of knowledge and experience in order 
to provide good care, which was also described as a con-
dition for trust [34, 37, 38, 41–45, 48, 50, 52, 53].

Older people wish to receive personal attention
Descriptions of care as an important social contact 
point were relevant in almost all studies, but more fre-
quently in those describing home care and home visits. 
The interviewees appreciated having the feeling that 
someone was interested and cared about them [33, 34, 
38, 40, 46, 53]. In several studies, it was indicated that 

the social aspects of care – caregivers spending time 
with them, starting conversations, providing emotional 
support – were highly valuable for the older persons’ 
well-being [33, 36, 38, 39, 42, 43, 45–49, 53, 54]. The 
older people also revealed this wish for beneficial con-
tacts in describing negative experiences, e.g., caregivers 
visibly hurrying, not talking and not focusing on them, 
which resulted in negative feelings and a sense of isola-
tion [35, 38, 42, 45–47].

Older people value close, long‑term relationships
Establishing close, long-term care relationships was an 
overall present topic, although mainly related to home 
care professionals (e.g., nurses) or case managers. Older 
people wanted trustful interactions with well-known 
healthcare professionals that enabled them to share 
personal issues and to feel safe and strengthened [34, 
35, 38, 40, 42, 43, 45, 49, 51, 53, 54]. Frequently, it was 
indicated that they developed friendships or family-like 
relationships [35, 39, 42, 43, 45, 53, 54].

Fig. 1  Review findings with high appraisal of confidence and care contexts of the contributing studies. Note: The numbers in the row are the 
references of the studies contributing to the respective review finding, sorted by their care contexts. n, total number of studies included from the 
respective care context
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Older people want to be treated in a friendly way
Older people valued a kind, open and positive attitude on 
the part of caregivers and wanted to be treated respect-
fully [34, 36, 40, 42, 43, 45, 47, 48, 53]. On the other hand, 
some studies described how older people felt hurt when 
caregivers were authoritative, disrespectful, impersonal, 
rude or – in general – lacked empathy [35, 42, 47, 54].

Older people value open and confidential communication
Older people would like to communicate with their 
care providers in an open and confidential manner. The 
importance of trust, genuine interest and attention to 
the person’s broader health concerns and living circum-
stances were stressed, as well as the possibility of dis-
cussing everything with the professionals [34, 43, 45, 46, 
48–51, 53, 54]. Concomitantly, the studies’ participants 
described negative experiences, such as professionals not 
listening to them, not having the chance to speak about 
personal problems, and feelings of distrust, shame or 
being a burden, which resulted in inhibited communica-
tion [38, 41, 42, 50, 54].

Older people value activity
Several participants expressed the wish to remain as 
active as possible, e.g., regarding physical activity, volun-
teer work or social activities. They appreciated care pro-
fessionals who supported them doing so [38, 42, 43, 46, 
48, 50]. Furthermore, the older persons found it highly 
valuable when care professionals motivated them to 
improve their health and living circumstances, opened 
up a new, positive perspective of their possibilities and 
encouraged them to take on active roles [33, 36, 37, 39, 
43, 46, 48, 49, 52].

Review findings with moderate appraisal of confidence
Older people reject waiting times
The older participants found waiting times (waiting for 
telephone contact, waiting for an appointment, waiting 
at an appointment) generally problematic [34, 35, 40, 41, 
54]. Some explained that their issues were urgent and pri-
ority should be given to old age; inconvenience, such as 
hard benches in waiting rooms, was also mentioned in 
connection with waiting times [34, 40].

Fig. 2  Review findings with moderate appraisal of confidence and care contexts of the contributing studies. Note: The numbers in the row are the 
references of the studies contributing to the respective review finding, sorted by their care contexts. n, total number of studies included from the 
respective care context

Fig. 3  Review findings with low appraisal of confidence and care contexts of the contributing studies. Note: The numbers in the row are the 
references of the studies contributing to the respective review finding, sorted by their care contexts. n, total number of studies included from the 
respective care context
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Older people value care coordination
Older people greatly appreciated care coordination, 
including in the form of case management. They felt reas-
sured when their care services, treatments, collaboration 
between different providers and necessary adaptations 
were organized and managed by a healthcare profes-
sional, someone who had an overview and was able to 
provide them with additional support, where needed 
[37–39, 41, 43, 46, 48–50, 53].

Older people want information on care options and services
The studies’ participants wanted to receive information 
on care options, services and additional help, in terms of 
which were suitable and available for them, where they 
could be accessed and how they could apply for them [33, 
38, 43, 47, 48, 50].

Older people value healthcare professionals’ communication 
skills
Older people valued interpersonal and educational skills, 
e.g., regarding explanations of treatment. Healthcare 
professionals that were “good communicators” helped 
improve the understanding of care and affected older 
people positively, e.g., by lessening anxiety [43, 45, 46, 48, 
50, 52, 53].

Older people want to be involved in decisions and care
The majority of studies indicated that older persons 
wanted to be involved in decision-making and planning 
regarding their healthcare and lifestyle as autonomous 
and equal partners [35, 37–39, 41, 42, 44–47, 49–51, 53, 
54]. This was described as a wish to be asked about needs 
and priorities, instead of professionals assuming that they 
knew what these were, and as a wish to be taken seriously 
[34, 38, 44, 46, 50, 54]. On the other hand, professionals 
not taking older people’s perspective into account, act-
ing in a paternalistic way and not discussing individual 
concerns or goals were judged negatively [42, 44, 47, 53]. 
Nevertheless, the minority of the older people wanted to 
be rather passive, relied on care professionals and wanted 
them to provide care and make decisions, e.g., regarding 
hospital admission [35, 37, 41, 44].

Review findings with low appraisal of confidence
Older people accept delegation
Regarding general care practices and home visits, most 
older people accepted task delegation to assistants or 
nurses, or even welcomed it. On the condition that this 
person provided a continuous contact, knew them well 
and exchanged information with a GP or specialist, del-
egation was found to be a good alternative for minor 
problems or follow-up appointments, and could even 
mean that more time and attention was provided for the 

older person [34, 37, 47, 50, 51]. Nevertheless, some older 
people preferred contact with a physician and sometimes 
considered nurses and assistants to be barriers to physi-
cian access [34, 50, 51].

Older people value home visits, but not all think they are 
necessary
Home visits were discussed controversially in the qualita-
tive studies. In general, it became apparent that receiv-
ing a home visit was seen as favorable if someone really 
needed it but was not required in less urgent cases [34, 
51]. Nevertheless, home visits were welcomed as offer-
ing the potential for personal attention and as providing 
more information on the older person’s living circum-
stances and psychosocial context [34, 50, 51]. By contrast, 
one study on preventive home visits found that these 
could be too demanding for some ill people [33].

Older people prefer personal information
Older people found it easier to understand information 
in a face-to-face-conversation, where questions and dif-
ficult terms or issues can be discussed directly; brochures 
or leaflets were requested rather as memory aids [33, 34, 
41]. According to the results of two studies, offers of digi-
tal services or online communication were refused [47, 
50].

Older people want to be informed comprehensively
Older people wished to be informed well about their 
health status, treatments and further issues by healthcare 
professionals so that they can understand the procedures 
[33–35, 38, 41–43, 52]. In contrast, it was reported that 
some did not wish for more explanations and that they 
were satisfied with limited information [34, 41].

Discussion
The aim of this study was to summarize the specific pref-
erences and wishes of older people regarding features of 
ambulatory healthcare. We developed 23 review findings 
from 22 qualitative studies relating to healthcare struc-
tures and care relationships, and appraised the level of 
confidence in them. Most findings reached a moderate or 
high confidence level. This was particularly the case for 
findings that comprised a higher number of contributing 
studies. Moreover, the inclusion of studies in the system-
atic review itself was already restrictive regarding charac-
teristics such as the population’s age, resulting in a higher 
relevance for the findings. Additionally, our findings are 
of a descriptive nature, so the fit between the findings 
and the respective contributing data was often direct. 
However, four of our review findings reached only a low 
confidence level in the evidence. This was mainly due to a 
lower number of contributing studies and contrary data. 
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However, a lower confidence rating does not necessarily 
mean that the findings were unrepresentative. In these 
cases, further research is especially needed. This also 
applies to further care settings from which no or only few 
studies contributed to the presented review findings. So 
far, these findings should be transferred carefully to other 
settings – in particular, when between general healthcare 
and specific aged-care settings.

Many of our findings with a moderate or high level of 
confidence are in line with other research, e.g., the wish 
to stay home for as long as possible [55]. However, other 
findings are more controversial. For instance, our confi-
dence in the finding that older people accept delegation 
is low and other research on this matter is also ambiva-
lent. A recent representative survey in Germany showed 
that the majority of adults accept the shifting of medical 
tasks to medical practice assistants, but the acceptance 
varied depending on the specific task (in favor of minor 
illnesses), and adults aged 65 and over tended to be more 
unwilling [56]. There are also indications that further var-
iables need to be explored to understand older people’s 
preferences. While our finding that “older people want 
to be informed comprehensively” received only a low 
confidence rating due to contrary data, a study on infor-
mation-seeking preferences among older people (with a 
mean age of 73 years) found that a lower level of health 
literacy is associated with a lower desire for informa-
tion [57]. This is a good example of a feature of care that 
should be examined in more detail.

A variety of our findings related to aspects of care rela-
tionships. This corresponds to other studies exploring 
the younger age group (65 +) or institutional settings. 
For instance, Bangerter et al. showed that care providers’ 
attitude (interest, friendliness, compassion) and com-
munication (active listening, talking) are very important 
for nursing home residents aged 80 and over, although 
in urgent cases, fast professional behaviour was pre-
ferred [58]. In a population-based survey on the desir-
able characteristics of professional long-term caregivers, 
people aged 65 and over especially valued soft skills such 
as kindness and empathy, and these aspects were much 
more important than the provider’s gender or ethnical 
background [59]. In a qualitative study in primary care 
with people aged 70, Bastiaens et al. also found that good 
communication skills were valued and that most older 
patients wanted to have a confidential and caring rela-
tionship with their caregivers [60]. Altogether, older peo-
ple clearly wish to build relationships with care providers 
and experience empathy.

By contrast, current care models for older people pri-
marily target healthcare structures and the patient’s indi-
vidual behaviour. When compared to our findings, these 
models do not fit the subjective needs and preferences of 

older people. Moreover, it may be possible that this lack 
of fit affects the success of such models. For instance, 
some complex care interventions, such as the Geriatric 
Care Model, did not achieve significant improvements 
in patients’ quality of life or other outcomes [18]. This 
may be explained by the fact that despite much criticism, 
Western countries already provide high-level health-
care structures [18]. While efforts to reform healthcare 
structures are nonetheless important and often improve 
clinical outcomes or decrease the use of services [11], 
addressing care relationships could also be very promis-
ing, as our findings show.

In order to complement care for very old people 
with effective care relationships, it may be helpful to 
learn from the concept of relationship-centred care. 
This attempt to humanize and improve care focuses on 
patients’ relationships and interactions with the care 
system and their outcomes [61]. Rather than technical 
communication skills or medical expertise, interpersonal 
competences are required [62]. Several of our review 
findings correspond to the elements of relationship-cen-
tred care that Dewar and Nolan describe: “willingness 
to negotiate and compromise, willingness to see another 
perspective, promoting and accepting the emotions of 
others, sharing personal information, openness to other 
ideas, sharing insights when things are not going well, 
recognizing what people are good at” ([62], p. 1256).

However, the practical reality might look different. One 
the one hand, primary care providers describe that care 
for older people is personally and interpersonally chal-
lenging [63] and medical students complain about “the 
emotional burden of caring for older patients” ([64], 
p. 1996). On the other hand, focusing on relationships 
rather than on the medical aspects of care may not meet 
professionals’ expectations and ambitions, and therefore 
may make caring for older people unattractive [64]. Since 
older patients are expected to be seen more frequently 
in most medical subspecialities, apart from geriatrics, 
addressing attitudes and interpersonal competences in 
all healthcare professions seems necessary. In the sys-
tematic review of Tullo et  al. on teaching interventions 
to improve the knowledge, skills and attitudes of medical 
students, increased exposure to older patients and long-
term teaching implementation were found to be effective 
[65]. Furthermore, geriatric issues should be presented 
as “intellectually challenging and emotionally appealing” 
([66], p. 241). However, multicomponent interventions in 
primary care still mainly focus on care structures such as 
access. Only a few include provider education and train-
ing and among these, the content of the training often 
refers to disease-specific knowledge [67]. Therefore, pri-
mary care interventions and innovations do not compre-
hensively prepare for the growing number of older adults 
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in the population, and seldom address providers’ attitude 
and care relationships.

Altogether, it becomes clear that besides ambulatory 
healthcare structures, several features of care relation-
ships are important to people aged 80 and over. While 
our findings provide an overview of the relevant features 
of care, future research should further explore these and 
their impact on relevant patient and care outcomes to 
enable age-appropriate care. The features of care pre-
sented in this paper may serve as a basis for investiga-
tions in other (especially non-European) countries and 
cultures. Moreover, they could provide a basis for quanti-
tative investigations such as discrete choice experiments 
to strengthen the inclusion of the perspective of people 
aged 80 and over in the design of healthcare. However, 
this should not replace discussions about older people’s 
wishes and preferences in individual care situations.

Strengths and Limitations
To our knowledge, this is the first systematic overview 
of the preferable features of ambulatory care from the 
perspective of people aged 80 and over. The work ben-
efits from a base of 22 studies, which were systematically 
searched and appraised. Moreover, the rigorous appli-
cation of CERQual allows for detailed insight into the 
confidence that can be put in the findings; this there-
fore strengthens their potential for incorporation into 
evidence-based decision-making. Since CERQual is a 
tool designed for qualitative research synthesis, it par-
ticularly serves the requirements of qualitative research, 
instead of referring to frequencies to provide an appraisal 
of confidence in the evidence. Additionally, the presented 
approach of analysis and confidence appraisal is particu-
larly suitable to promote the systematic incorporation of 
qualitative evidence for practice-oriented problems and 
policy questions (e.g., as in comprehensive health tech-
nology assessment reports). Therefore, it complements 
integrating or theorizing approaches such as meta-eth-
nography in providing a deeper understanding of, e.g., 
patients’ perspectives.

However, some limitations should be considered. 
Firstly, the selection of studies is based on an earlier sys-
tematic review and all of its limitations apply here as well: 
1) the risk of unconsidered data due to dissemination bias 
and the restriction to English, German and Dutch pub-
lications; 2) restricted transferability to other countries 
because most of the included studies were conducted in 
Northern and Western Europe; and 3) restricted transfer-
ability to certain care settings, such as dental care, since 
the studies included did not cover them [23]. Secondly, 
CERQual is a relatively new tool for appraising qualitative 
review findings, especially regarding care for older peo-
ple and their preferences. There may have been pitfalls in 

the application that we have not registered. In particular, 
the use of another tool for the appraisal of methodologi-
cal limitations might have resulted in slightly different 
confidence ratings.

Conclusions
This meta-summary provides a set of 23 preferable fea-
tures of ambulatory care from the perspective of people 
aged 80 and over. The findings highlight the role of care 
relationships, which seem to be as yet underrepresented 
in the design of healthcare. Further research should 
explore the single features in more detail and their pos-
sible effects on patient outcomes and quality of care. The 
use of qualitative research syntheses in combination with 
CERQual, as described in this paper, has the potential to 
allow for systematic inclusion of patients’ perspectives in 
the design and development of care.

Abbreviation
CERQual: Confidence in the Evidence from Reviews of Qualitative Research.
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